The most important causes of spontaneous intracranial extradural haematoma are coagulation disorders, dural vascular malformations and infection 1 . An association with frontal sinusitis has been reported on a few occasions.
CASE HISTORY
A man aged 17 had frontal headaches for three days. He attended the emergency department and was found to be neurologically normal. Oral temperature was 37.78C and frontal tenderness was elicited on palpation. White cell count was 7.7610 9 /L (normal 4.0711.0), erythrocyte sedimentation rate was 44 mm/h (2±8) and coagulation screen was normal. Frontal sinusitis was diagnosed, oral amoxycillin was prescribed and he was discharged home. Three days later he was admitted to hospital after a sudden exacerbation of the headache associated with nausea and vomiting. There was no history of head injury. He remained neurologically normal. A non-enhanced computed tomogram showed a right frontal extradural haematoma ( Figure 1 ) which was then evacuated via a frontal craniotomy. No pus was seen and there was no apparent bony or dural abnormality. Histological examination showed a blood clot containing clusters of polymorphonuclear cells. No organisms were seen on Gram staining and culture yielded no growth. The patient received a twoweek course of intravenous cefotaxime and metronidazole and recovered fully. Three months later he was symptomfree and a computed tomogram showed no recurrence of the haematoma.
COMMENT
Only eight cases 1±7 of spontaneous intracranial extradural haematoma complicating infection have been recorded to date. Four patients had chronic otitis 2,4,5,7 , three had frontal sinusitis 3,4,6 and one had orbital cellulitis 7 . Seven of these cases 2±7 were diagnosed before the availability of computed tomography. A causal relation between infection and extradural haematoma is supported by the fact that, as in the present case, the extradural haematoma was always adjacent to the infected region.
We hypothesize that the extradural haematoma was caused by spread of in¯ammation beyond the con®nes of the sinus. This may explain the presence of clusters of neutrophils in the haematoma of our patient. The hypothesis is also supported by histological and radiological evidence of in¯ammation in contiguous bone and dura in patients with sinusitis 7 . Once the dural vessels adjacent to the infected region become in¯amed, the vessel walls may weaken and the vessels may become prone to bleeding even after subclinical trauma. Progressive detachment of the dura from the inner table of the skull may also be facilitated by the accumulation in the extradural space of a sympathetic effusion, or of air through a bony defect 3 .
When headache develops in a patient with sinusitis, otitis or facial cellulitis, brain abscess and subdural or extradural empyema should be considered. We suggest that 
